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learn about the vessel size and choose appropriate stent size, pre-
venting from stent thrombosis.
In patient with low ejection fraction, CTO intervention is still fea-
sible.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Mr. H
Relevant clinical history and physical exam. This 40-year-old man has
history of hypertension and dyslipidmeia. He complained of exer-
tional chest tightness for many years, and progressed in recent a
month. Treadmill study revealed positive result and it was terminated
after 5 minutes of exercise due to chest tightness. Thallium scan
revealed ischemic change over inferior and lateral wall. Coronary
angiogram revealed triple vessel disease. CABG was recommended
but patient refused, he was transferred to our hospital for PCI.
Relevant test results prior to catheterization. Thallium scan revealed
ischemic change over inferior and lateral wall.
Hb(g/dL) 14.7
PLT(K/mL) 123
WBC(K/mL) 5.19
UN(mg/dL) 12.6
CRE(mg/dL) 0.8
UA(mg/dL) 9.2
T-CHO(mg/dL) 206
TG(mg/dL) 102
LDL-C(mg/dL) 141
HDL-C(mg/dL) 41
Na(mmol/L) 138
K(mmol/L) 4.2
GLU AC(mg/dL) 100Relevant catheterization ﬁndings. LM: Distal 60% stenosis
LAD: Proximal 70% stenosis, with collateral branch to LCx OM2
LCX: Proximal 70% stenosis (IVUS ﬁnding), Distal chronic total
occlusion
RCA: Diffuse irregularity, mid chronic total occlusion, with intra-
coronary collateral branch to distal RCA
[INTERVENTIONAL MANAGEMENT]
Procedural step. GC: 7Fr BL3.5(SH) 85cm
GW1: Sion, GW2: Runthough, GW3 sion blue, GW4: Ultimate bro 3,
GW5: Conquest Pro
MC1: Corsair 150cm, MC2: Fine cross, MC3: Crusade
BC1: Trek 3.5*15mm; BC2: NC sprinter 5.0*15; BC3: Trek 1.5*12; BC4:
Sapphire 1.0*5, BC5: Sprinter 2.0*15; BC6: NC trek 2.5*15; BC7: Trek
3.0*18; BC8: Trek 4.0*15
Target: LM-LAD
1. Encage LCA with GC, passed GW1 to distal LAD, passed GW2 to di-
agonal branch
2. POBA with BC1 to proximal LAD up to 12A10”
3. Deploy Xience Prime 4.0*33mm to LM-LAD up to 16A20”
4. Post-dilate with BC2 by POT technique up to 8A 10”
5. Check LAD IVUS with good result
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1. Keep GC, retrograde wiring OM2 from LAD collateral branch by
GW3+MC1, with successfully wiring to distal LCX proper, but failed to
broken ﬁbrous cap to proximal LCX
2. Change wire to GW4, retrograde attempt to proximal LCX but still
failed
3. Successfully antegrade wiring to distal LCX proper by GW5+MC2
4. POBA to LCX CTO with BC3 up to 10A10”, BC4 up to 10A10”, BC5 up
to 12A 10”
5. Passed MC3 antegradely to LCX distal proper, wiring to OM2 with
GW3 from antegrade direction, check IVUS for lesion length.
6. POBA with BC6 to LCX-OM2 up to 10A10”
7. Deploy Xience Prime 2.5*38mm to LCX-OM2 up to 12A10”
8. Deploy Xience Prime 3.0*38mm to LM-LCX up to 12A10”
9. KBT with BC8 to LM-LAD; BC7 to LM-LCX up to 14A10”, with good
ﬁnal resultCase Summary. 1. Preservation of a main branch is warrant in CTO
treatment.
Strategy planning is very important, especially in retrograde
approach.
2. For lesion which close to bifurcation, especially high angulation.
Crusade would provide a good support to engage the side branch.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 2091421
Relevant clinical history and physical exam. A 50 Y/O man with history of
well-treated hypertension for 3 years presented to our hospital with
massive hemoptysis in March 2014. He underwent left pneumectomy
because of intractable lung bleeding. After the surgery, it was difﬁcult
to wean mechanical ventilation because of dyspnea and episodes of
acute pulmonary edema on minor stress, such as strenuous cough.
Elevated serum troponin-I level and clinical presentation raised the
suspicion of coronary artery disease with acute coronary syndrom
Relevant test results prior to catheterization. Chest-X-ray showed com-
plete opacity over left lung, pulmonary edema pattern over right lung
and cardiomegaly. EKG showed normal sinus rhythm, Poor R wave
progression in V1-V3. Echocardiography showed normal chamber size,
moderate aortic regurgitation, mild regurgitation of mitral/tricuspid/
pulmonary valves, preserved LV systolic function with EF of 50%
Relevant catheterization ﬁndings. LMCA: 70% stenosis at ostium and
distal part, pressure dampened after engaging JL catheter.
LAD: 100% Chronic total occlusion at ostium without stump.
LCx: non-dominant, small caliber and luminal irregularity.
RCA: Dominant vessel with very large caliber. Giving abundant
collateral ﬂow to LAD via septal channels and corkscrew-like epicar-
dial channels from RV branch.
